Auto immune pancreatitis (AIP) is an uncommon form of chronic pancreatitis that has been divided into type 1 and type 2 which have distinct histopathology and clinical features. Type 1 AIP seems to be the pancreatic manifestation of an IgG4-related systemic disease, characterized by elevated IgG4 serum levels, infiltration of IgG4-positive plasma cells and extrapancreatic lesions. When manifesting as a focal disease in the pancreas, it can be challenging to differentiate it from pancreatic cancer (PC). Because AIP is typically responsive to steroid therapy without the need for resection, differentiation between these two diseases is critical. We report the case of a 56-year-old man with initial suspect of PC, and final diagnosis of type 1 AIP according to the International Consensus Diagnostic Criteria (ICDC) without elevated levels of serum IgG4 or need for a histology sample. We take a review of literature in order to improve the diagnostic accuracy of AIP and describe clinical and imaging features to differentiate it from PC and avoid unnecessary surgery due to misdiagnosis.
Introduction
Autoimmune pancreatitis (AIP) is a rare pancreatic disorder among chronic pancreatitis that may mimic pancreatic cancer (PC) [1] . It was first characterized A. Arrami et al. toimmunity. The term AIP was first used in 1995 by Yoshida et al. to describe a type of chronic pancreatitis associated with a Sjogren-like syndrome [2] . In 2002, the Japan Pancreas Society (JPS) proposed the world's first clinical diagnostic criteria for AIP (JPS 2002) [3] , which was revised in 2006 (JPS, 2006) . Subsequently, the International Consensus Diagnostic Criteria (ICDC) was proposed in 2011 and AIP was divided into type 1 and type 2 with distinct histopathology and clinical features [2] [3] . Type 1 is more frequent than type 2 and shares some clinical, biological and radiological features with PC making the differential diagnosis very difficult [1] . We report the case of a 56-year-old man with initial suspect of PC, and final diagnosis of type 1 AIP according to the ICDC without elevated levels of serum IgG4 or need for a histology sample. The aim is to describe clinical and imaging features of AIP to differentiate it from PC and avoid unnecessary surgery due to misdiagnosis. lesions ( Figure 5 ). The patient was followed up at the hospital and discharged after approximately 1 year.
Case Report

Discussion
In 2011 the International Association of Pancreatology proposed the ICDC for Figure 3 . Magnetic resonance (MR): the affected portion of the pancreas (red asterisk) was hypointense on T1-weighted fat-saturated images (A) and hyperintense on T2-weighted fat-saturated images (B), with diffusion coefficient restriction (C). At dynamic examination, it showed heterogeneous diminished enhancement in the early phase (D) and delayed enhancement in the late phase of contrast (E). The capsule-like rim (yellow asterisk) was hypointense on both T1 (A) and T2-weighted images (B) and has delayed moderate enhancement on contrast-enhanced MR (E). hea, diabetes). In AIP, jaundice can sometimes float or even spontaneously attenuate, while in PC jaundice progresses steadily.
As regards serology, a marked elevation of serum IgG4 (>2 times upper normal limit) is suggestive of type 1 AIP [1] . However, we report a case of AIP compatible with type 1 AIP according to ICDC but without elevated levels of serum IgG4; it suggests that the phenotype of type 1 AIP does not require an elevation of IgG4 [7] . Other diseases such as atopic dermatitis, parasitic infections, pemphigus vulgaris, pemphigus foliaceus, and pancreatic carcinoma, can also be associated with elevated levels of IgG4 [8] . Therefore, elevation of serum IgG4 levels alone cannot rule out PC [4] and should be interpreted with caution in patients with a mass in the pancreas but no histological documentation of either carcinoma or pancreatitis [5] .
Imaging plays an important role in the diagnostic work up for AIP as reflected in the different existing diagnostic criteria radiological findings [4] . We distinguish two radiological types.
The diffuse form (the most frequent, 70% of cases); the pancreas has a characteristic sausage-like appearance with diffuse enlargement and loss of the lobular contours. It is diffusely hypointense on T1-weighted images and hyperintense on T2-weighted images with diffusely enhancement on delayed phase of dynamic CT and MRI that is characteristic of AIP [4] [6] [9] . A non-enhancing fibrotic rim encircling the affected parenchyma (hypointense on both T1-and T2-weighted images) may also be present [9] . This form is rarely seen in PC [4] .
The focal form (30% of cases) manifests as a focal mass, often within the pancreatic head that may mimic a PC [6] as in our case. On CT the enlarged segment of the pancreas is typically isoattenuating or hypoattenuating to the spared, non-enlarged portion of parenchyma and may be indistinguishable from PC. At MRI the involved portion is hypointense on T1-weighted images, slightly hyperintense on T2-weighted images, and has heterogeneously diminished enhancement in the early phase and delayed enhancement in the late phase of contrast enhancement. The capsule-like rim is usually hypointense on both T1 and T2-weighted images, and has delayed moderate enhancement on contrast-enhanced MR [2] . All these features were present in our patient. In some cases, when diagnosis is difficult histopathological examination is necessary. Endoscopic ultrasound-guided fine needle aspiration (EUS-FNA) is useful to either diagnose or rule out PC. However, definitive diagnosis of AIP is sometimes difficult by EUS-FNA, because of the small sample size obtained [4] .
Our patient did not need histological evidence, two of level 1 radiological criteria was sufficient to diagnose a definitive type 1 AIP according to ICDC: a segmental narrowing of MPD without upstream dilation and stenotic portions of intrahepatic bile ducts.
A peculiar feature of AIP is the response to steroid treatment; however, corticosteroid diagnostic therapy is not generally recommended, and it should only Open Journal of Clinical Diagnostics 
Conclusion
The case proposed demonstrates that type 1 AIP can be diagnosed without ele- 
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